I report the 12th recorded case of the unusual Grzybowski's generalized eruptive keratoacanthoma. This patient was treated with etretinate.
Case presented to Section of Dermatology, 21 June 1990
Case report A 66-year-old woman presented in December 1989 with a 3-week history of pruritic papules which had started on her forehead, spread to involve her face, neck, limbs and vulva ( Figure 1 ). The lesions on her forehead resolved over weeks to leave pitted scars. Further crops of lesions developed.
Her past history included a gastric ulcer, a subarachnoid haemorrhage, hypertension and sigmoid diverticular disease.
Examination revealed a well woman with numerous papules. Some of these appeared umbilicated, some keratotic and some resembled epidermal cysts. They varied in size from 1 to 6 mm. They were distributed over her forehead, around her eyes, in the necklace area, over her forearms and scattered elsewhere, including her vulva. There was no involvement of mucous membranes. Pitted scars were present where previous lesions had resolved spontaneously.
Investigations included a normal full blood count, biochemical profile, C-reactive protein, chest X-ray and autoimmune profile. Skin biopsy revealed an infiltrative proliferation of squamous epithelium in the mid and deep dermis, which appeared to arise from a keratin plugged follicle. Some of the infiltrating streamers of squamous epithelial cells showed a ground glass appearance. Scattered dyskeratoses and a few mitotic figures were present. Occasional nuclear atypia were present. The proliferative squamous epithelium was associated with elastosis and cellular fibroblastic activity in the stroma. There were occasional keratin-containing multinucleate giant cells ( Figure 2 ). Treatment with retinoids was deferred until after a sigmoid colectomy in March 1990. Postoperatively, a number of lesions resolved, leaving pitted scars. She was observed for a period to see if all her lesions would resolve spontaneously. However, on review in May, she had developed new papules. She was therefore commenced on etretinate 0.75 mglkg/day (40 mg/day). This had a very good effect -clearing most of her lesions. 
Discussion
Keratoacanthomas are classified as solitary or multiple. Multiple keratoacanthomas can be subdivided into the Ferguson-Smith and Grzybowski types. The typical patient reported in the 11 previous cases of Grzybowski's generalized eruptive keratoacanthoma':" is older than 40, with no associated familial pattern. Clinically, crops of numerous pruritic papules appear on the head and subsequently spread to the trunk and extremities, usually remaining less than 9 mm in diameter. Mucous membrane, plus palm and sole involvement can occur. Scarring occurs with resolution.
Baer and Kopf"? described these cases as 'eruptive keratoacanthoma'. However, Grzybowski originally labelled the histology as being that of a squamous cell epithelioma. In a further seven cases, evidence of pseudoepitheliomatous hyperplasia or frank squamous carcinoma was documented 2 -5 ,B. Perhaps Grzybowski! came closest to the truth when he added, 'although the histological examination revealed typical squamous cell epitheliomas, this diagnosis requires a critical consideration, since histological appearances can be misleading in lesions which do not present morphological and clinical signs of malignant growth ... It is more likely that it is an atypical growth bordering on true malignancy'.
Treatment was unsuccessful until the advent of retinoids. Etretinate was first used in a dose of 1 mglkg/dayS. More recently, isotretinoin has been used", Our patient responded well to etretinate with no side effects warranting withdrawal from therapy. She will be maintained on it for the present. Cystic neoplasms of the pancreas are uncommon, accounting for approximately 1% of all pancreatic neoplasms and 1 to 15% of all pancreatic cysts 1 ,2. They are seen mostly in middle aged women and about 500 Caseshave been reported in the English Iiterature", A case of mucinous cystadenocarcinoma presenting with upper gastrointestinal bleeding is presented below with a brief review of the literature.
Case report
A 27-year-old woman presented to our gastroenterology department with an 8-month history of malaise, fatigue and intermittent production of black and soft stools. She had been diagnosed as having iron deficiency anaemia and treated with iron-containing pills before admission. On examination, she was pale and overweight. There was 2 em diffuse hepatomegaly and 6 em splenomegaly, and a barely palpable epigastric mass.
Her laboratory examination revealed anaemia (haemoglobin: 6.9 gldl, Haeinatocrit: 22%, hypochromia, poikilocytosis on smear), and mild hypoproteinaemia (total protein: 5.7 gldl, albumin: 2.97 g/dD. All other parameters and haemoglobin electrophoresis were normal.
Her gastroscopy revealed an ulcerovegetating, 3x3.5 em mass on the posterior fundic area and multiple biopsies failed to prove malignancy.
Ultrasonography and computerized tomography examination revealed a lOx 10 em multiloculated cystic mass in the tail of the pancreas, a 2 em cortical cyst in the left kidney, cholelithiasis and a left ovarian cyst 2 em in size.
Her laparotomy revealed a lOX 10 em cystic tumour in the tail of the pancreas which was in direct continuation with the posterior surface of the stomach. The pancreatic cystic tumour was found to contain mucinous fluid, and so mucinous cystic neoplasm was diagnosed. Partial fundus resection, splenectomy and cholecystectomy was performed. Histological examination report was mucinous cystic tumour with atypical epithelium. Distal pancreatectomy was performed one month later which enabled total excision of the tumour with no residue and the patient was discharged with no morbidity. Histological examination was then able to show foci of adenocarcinoma (Figure 1) . The patient is well and disease free 20 months after the second operation evidenced by ultrasonography and tomography.
Discussion
Cystic neoplasms of the pancreas are rare and they are seen mostly in women aged between 40 and 60 years', They are believed to arise from the larger pancreatic ducts, and Compagno and Oertel' classified these neoplasms in 1978 into glycogen-rich microcystic adenomas (serous adenoma) and mucinous cystic neoplasms, the latter indicating an overt and latent malignancy.
The most common presenting signs and symptoms for cystic neoplasms of the pancreas are abdominal fullness, mass and pain. Jaundice is infrequent. Presentation with upper gastrointestinal bleeding and anaemia has been rarely reported due to the avascular nature of the tumour", Some cases have diabetes mellitus and constitutional abnormalities and other tumours are reported in the literature. Cholelithiasis is reported to be observed in 20-25% of cases1,3.
The most important steps in diagnosis are ultrasonography and computerized tomography. The differential diagnosis includes other cysts of the pancreas, namely pseudocysts, retention and congenital cysts.
Mucinous cystic neoplasms are all believed to have the potential to become malignant, and total excision is generally agreed to be the treatment of choice.
The size of mucinous cystic neoplasms is also reported to correlate with the degree of malignancy potential. Tumours up to 3 em in size are usually considered benign, and over 8 cm are usually malignant. Tumours of 5cm diameter are considered to be borderline lesions and should be treated as malignant.
The prognosis of mucinous cystic neoplasms are better than the exocrine adenocarcinomas, 5-year survival reported to be about 68% in totally resected cases'.
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